phosphatase activity were normal, and urine analysis and chest radiography showed no abnormalities. He remained feverish and became confused, enfeebled, and incontinent of urine. Further tests indicated inappropriate secretion of antidiuretic hormone and he became increasingly withdrawn. Ten days after admission he had fine inspiratory crepitations in both upper zones, absent knee and ankle reflexes, and extensor plantar responses and had lost 5 kg in weight. Lumbar puncture showed normal cerebrospinal fluid. Erythrocyte sedimentation rate was 62 mm in the first hour; white cell count was 15 5 x 1091/ with 57% polymorphs and 40%0 lymphocytes, and atypical lymphocytes and myelocytes were seen on the film. A PaulBunnell test result was negative, and a sternal marrow aspirate suggested a myelomonocytic leukaemia. Results of liver function tests showed a further rise in aspartate transaminase activity to 56 IU/1, a bilirubin concentration of 16 ,zmol/l (0 93 mg/100 ml) (normal 1-15 Mmol/l; 0 05-0 87 mg/100 ml), and an alkaline phosphatase activity of 16 2 KAU (normal 4-13 KAU). An ultrasound scan of the liver was normal, a liver biopsy specimen showed a mild non-specific hepatitis, and an iliac trephine biopsy specimen no evidence of malignancy.
The cytomegalovirus complement fixation test showed a 64-fold rise in antibody titre from 1/16 to 1/1024, and the titre of cytomegalovirus IgM rose from <1/4 to 1/128. This was accompanied by an eightfold rise of antibody in the toxoplasma dye test from 1/128 to 1/1024, and the titre of toxoplasma IgM rose from < 1/4 to 1/32. A search for other infections gave negative results.
The fever remitted two weeks after admission, but he remained unwell and was given a 10-day course of co-trimoxazole followed by 1 g sulphadiazine four times daily on confirmation of the diagnosis of toxoplasmosis. He began to improve after two weeks of treatment. Several months later he returned to his farming activities, and he remained well 12 months after discharge.
Comment
The nature of the infections in this patient, suggested by the atypical mononucleosis and a negative Paul-Bunnell test, were confirmed by finding a 64-fold rise in the serum complement fixation titre to cytomegalovirus, an eightfold rise in antibody in the toxoplasma dye test, and appreciable rises in the IgM titres to both cytomegalovirus and T gondii. Toxoplasmosis and cytomegalovirus infection may be impossible to distinguish clinically, and the high incidence of subclinical infections caused by these pathogens suggests that concurrent infections occur more often than has hitherto been recognised. Although unproved by controlled clinical trials in man, a combination of pyrimethamine and sulphonamides seems to be effective in the treatment of toxoplasmosis, especially in immunocompromised patients in whom the diagnosis is established promptly. 
Management of patients after mastectomy
Cochrane et all questioned the value of routine follow-up at hospital clinics for patients who had undergone resection of the large bowel for malignant disease. They suggested that the time spent in following up these cases might be more usefully spent in educating the patient about symptoms that might arise after the operation.
The management of patients with other malignant disease is also worthy of review. This study attempts to show that patients who have had a mastectomy are more likely to present with the symptoms of recurrence to their general practitioner than to have the recurrence detected at the hospital follow-up clinic.
Method and results
All patients who had had a mastectomy for carcinoma of the breast in Hereford County Hospital during 1973-5 were identified from the hospital activity analysis file. Their records were examined and those who had been recorded as developing a recurrence of the carcinoma while still under the supervision of the surgeon were included in the study. Some patients were found to have had recurrent disease but to have been discharged from the clinic either because of their age or because they lived a long way from the hospital. These were not included in the study.
During the three years studied 150 women were recorded as having had a mastectomy. The notes of 124 patients were reviewed; the remaining 26 could not be traced. Fifty-one women were found to have had a recurrence of the carcinoma after mastectomy and while still under the supervision of the surgeon. Of these, 17 (33 %) had been found to have the recurrence at routine follow-up, 32 (63 %) had presented with the symptoms of the recurrence to their general practitioner, and two (4 %) had presented with a pathological fracture.
Comment
The reasons for the routine follow-up of patients who have had a mastectomy for carcinoma of the breast are to detect curable recurrent disease and to provide early palliation of incurable recurrences. The treatment of postoperative complications may also be dealt with, and a prosthesis provided.
In most cases prolonged routine follow-up appears to be of limited value as far as the detection of recurrent disease is concemed, as patients with a recurrence are more likely to present to the general practitioner with symptoms. If this is so, perhaps the management of this problem might be dealt with more appropriately by the general practitioner rather than the surgeon.
There is also some evidence that a few patients delay reporting important symptoms because they are due to attend the hospital for their routine follow-up at some time in the near future. One patient in the study was noted as having had symptoms for two months before her recurrent disease was detected at a routine attendance. She had not reported these symptoms because she was prepared to wait until she attended the clinic. Most general practitioners are aware that their patients are often unhappy with their routine consultations in the surgical outpatient department. Not only are the hospital waiting rooms overcrowded but also the consultation is usually cursory and is often undertaken by the most junior member of the hospital team. The examining doctor may never have seen the patient before, and it is not uncommon for a patient to be given conflicting advice on consecutive visits because she has been seen by different doctors.
The resources of our health service are finite, and if our figures are representative of the UK as a whole then the time of the surgical team might be more usefully spent elsewhere. Red cell indices and iron stores in patients undergoing haemodialysis Serum ferritin concentrations correlate well with iron stores in patients with chronic renal failure.' 2 It has been suggested that the red cell indices, mean cell haemoglobin (MCH) and volume (MCV), are also correlated with serum ferritin concentrations.4 MCH and MCV are easier to measure than the serum ferritin concentration and therefore we have examined their value in detecting lack of iron and predicting response to iron treatment in patients undergoing haemodialysis.
Patients, methods, and results
A total of 131 patients (82 men, 49 women) either training for or undergoing home haemodialysis were studied. Their mean age was 44-6 years (ranlge 14-68) and the mean time on dialysis 42 months (range < 1-152). The patients underwent dialysis for 10 hours twice weekly using Meltec Maxi multipoint dialysers (surface area 1-0 m2). Other details of management are published elsewhere.3 Serum ferritin concentration was measured using a radioimmunoassay method (GammaDab, Clinical Assays). The normal ranges were: men 25-150 ,tg/l, women 15-80 ,ug/l; and values in iron deficiency anaemia were < 10 ,agll. An excellent correlation was shown between serum ferritin concentration and bone marrow stainable iron in 32 of our patients. Haemoglobin concentration, MCV, and MCH were determined using a Coulter S counter. All values for serum ferritin were log transformed for statistical analysis.
In the whole population the mean value for MCH was 29-8 pg (range 19 3 to 36 9) and for MCV 91 fl (range 65-107). There was a significant correlation between MCH and serum ferritin concentration (r=0550, n=131, p= <0-001; regression equation-log ferritin=0 121 MCH-1-288). The relation between MCV and serum ferritin concentration was similar (r= 0-529, n= 131, p <0001; regression equation-log ferritin = 0046 MCV-1 854).
The change in haemoglobin concentration after parenteral iron treatment with 1-1 5 g of iron dextran was monitored in 31 patients with stable haemoglobin concentrations. They received no blood transfusions and suffered no extraordinary blood loss during the study. An increase in haemoglobin concentration of at least 1 g/dl, measured four to six weeks after treatment and sustained thereafter, was regarded as an indication of response to iron. A mean increase in haemoglobin concentration of 2 5 g/dl (range 1-0-4 2) occurred in 18 patients. The association between MCH-MCV and serum ferritin concentration in the treated patients (r=0-616 and r=0 568; p <0-001 respectively) was similar to that observed in the entire population under study. The relations between serum ferritin concentration and pretreatment MCH and MCV in the patients receiving parenteral iron treatment are shown in the figure. 
